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4270. FAMILY PLANNING SERVICES

A. Background-Section 1905(a)(4)(C) of the Act requires States to provide family planning
services and supplies (directly or under arrangements with others) to individuals of childbearing age
(including minors who can be considered to be sexually active) who are eligible under the State plan
and who desire such services and supplies. Section 1902(a)(10)(A) specifies that family planning
services be made available to categorically needy Medicaid _rec_lpvbne_s§_1902(a)(10)8(/:§)
indicatesthat theservices may be provided to medicallgedy Medicaid recipients at the State's
option. Section 1903(a)(5) providdwt FFP isavailable at the rate of 90 percent for the cost of
family planning services.

B. Scope of ServicesThe term "family planning services" ot defined in thdéaw or in
regulations. However, the Senate Report accompanying the law stresses Congress' intent of placing
emphasis on the provision of services to 'thiose who voluntarily choose notiigk an initial
pregnancy,” as well as those families with children who desire to control family size. In keeping with
Congressional intent, you may choose to include in your definition of Medaaity plannin
services only those services which eithegvent or delay pregnancy, you may more broadly
define the term to also include servicestfor treatment oihfertility. However,the Medicaid
definition must be consistent with overall State poboy regulation regardinghe provision of
family planning serices. You are free to determine the specific services and supplies which will be
covered as Medicaid family planning servicedoswy asthose servicearesufficient in amount,
duration and scope to reasonably achieve their purpose . m¥sualso establish procedures for
identifying individuals who are sexually active and eligible for family planning services.

1. Services Available For FFP $ercent Rate-In general, FFP ahe 90 percent
matching rate is available for the costs of counseling services and patient education, examination
and treatment by medical professionals in accordance with a%)licable State requirements, laboratory
examinationsand testsmedically approved methods, procedures, pharmaceutigagplies and
devices to prevent conception, and infertility services, including sterilization reversals.

FFP at the 90 percent rate is available for the cost of a Medicaid sterilization if a properly completed
sterilization consent form, inaccordancewith the requirements of 4€FR 44l, Subpart F, is
submitted to you prior to payment of the claim.

2. Services Not Available For FFP 90 Percent R&EP at the 90 percent rate is not
available forthe cost of a hysterectomy (see 84435) nor for costs related to other procedures
performed for medical reasons, such as removal of an intrauterine deei¢e infection.Only
items and procedures clearly provided or performed for family planning purposes may be matched
at the 90 percent ratéAbortions may nobe claimed as a family planning service. (See 84430.)
Similarly, transportation to &mily planningservice is noeligible for the 90 percent match.
Transportation must be claimed as either an administrative cost or a State plan service, in accordance
with your approved Medicaid State plan.
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4280. ESTABLISHMENT AND USE OF MEDICAID UNIQUE PHYSICIAN IDENTIFIER

A. Background-Under 81902(x) othe Act, asprovided by 84752 of OBRA 1990, the
Secretary is required tstablish a system for implementation by July 1, 1991. The system must
provide for a unique identifier for each physician who furnishes services for which payment may be
made under a State plan approved under title XIX of the Act.

The Secretary has required that all mechanized claims processing and information retrieval systems
approved for incentive funding under §1903(a)(3) and (r) of the Act contain as file requirements all
the data elements required by Part 11 of this manual. (See 8811300 and 11375.) Almost all States
have systems approved in accordance with these sections of the statute and the requirements of Part
11. Caosequently each State with such an approved system has a unique numbering system for all
providers including physicians. The State is required to identify each provi_derT;)ractlcing within a
group practice bysingthe individual provider's unique number whéing claims for services

rendered by that provider.

B. Establishment of the Requiremeriffective July 1, 1991, the Secretary establishes each
State's unique statewide provider numbers, whrehalready part afs approved system, as the
identifiers required by 81902(x). Those Statesa'agniddictions which donot have a system
approvedunder 81903(a)(3) and (r) of the Act o bound by thistatutory requirement to
establish a statewide unique physician identifier and to fulfill the other requirements of this section

and must implement the requirement contained in Part 11.

As permitted by 81902(x), the Secretary exercises discretionary authority in establishing a system
which is different from the system established under §9202(gﬂ of COBRA of 1985. The Secretary
encourages States to use for cross reference, the Unique Physician Identification Number (UPIN)
established under 89202(g), whichdesscribed in the Medicare Carriers Manual, Part 4, Professional
Relations, Transmittal 1, 81001.

For planning purposes, Statae advisedthat HCFAintends to requirghat States obtain the

Medicare UPIN on all physiciahillings submitted for Medicaid reimbursemerithis Medicaid

requirement will be effective subsequent to the Medicare program requiring the physician UPIN as

a condition of payment. Adebnal information regarding the schedule for adoption of the Medicare

HPIN folr_ purposes of the Medicaid program will be provided through a subsequent State Medicaid
anualissuance.

4281. RESTRICTION ON PAYMENTS FOR PHYSICIAN SERVICES

A. Limits on Payment of Federal Financial Participation (F-Eifective
October 1, 1991, 81903(i)(12) provides that payment may not be made for any amount expended
for physician's services furnished on or after October 1, 1991 unless the claim for service includes
the State's unique physician identifier.

All States with systems approved under 81903(a)(3) and (r) must accept and use, but not exclusively,
the common claim form, Health Insurance Claim Form, HCFA 1500, for noninstitutional providers
(physicians, drable medical equipment suppliers, laboratories, chiropractors, and podiatrists). The
unique physician identifier required under 84280 naygiear in thdower right corner block
containing physician name, addrephone number and ID # or PIN #, asihilarly on any
alternative claim form accepted by the State, as a condition of FFP payment.
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States and jurisdictions which do not have approved systems must also establish a system of unique
physician identiers. For FFP purposes, each physician claim for services must clearly indicate the
appropriate unique physician identifier as required by 884280 and 4281.

4282. MAINTENANCE OF LIST OF PHYSICIANS BY STATES

A. Monthly Listing of Participating PhysiciandJnder §1902(a)(58) of the Act, States are
required to maintain a monthly updated list containing each ]physmlan's_ unique identifier, as required
byh 84280. Théist must include all physicians who are certified to participate under the State plan.
This
reguirement applies to Medical Assistance for calendar quarters beginning after September 30, 1991.

All States and jurisdictions are bound by this statute to maintain such lists monthly as a State plan
requirement.

4283. CONDITIONS FOR FOREIGN MEDICAL GRADUATE CERTIFICATION

A. Conditions for Assigninghysician Identifiers to Foreign Medical Graduatédl States and
jurisdictions are bound by 84752(d) of OBRA 1990 to not assign a physician identifier to a foreign
medical graduate student, as defined under 81886(h)(5)(D) of the Act, unless the individual has:

_ 1. Passedthe Foreign Medical Graduate Examination in the Medical Sciences defined
in 81886(h)(5)(E) of the Act;

2. Previously received certification from, or has previously passed the examination of,
the Educational Commission for Foreign Medical Graduates; or,

3. Held a license from one or more States continuously since 1958.

B. Effective Date-This requirement applies to issuance of physician identifiers applicable to
services furnished on or after January 1, 1992.
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4301. HOME RESPIRATORY CARE FOR VENTILATOR-DEPENDENT INDIVIDUALS

A. General-Prior to enactment of the Omnibus Budget Reconciliation Act of 1986 (OBRA-
86) on October 21, 1986, the Meaiid program had no direct provision for home respiratory therapy
services. Effective October 21, 1986, §9408 of OBRA-86 amends 81902(e) of the Social Security
Act andpermits optional coverage of home respiratihigrapy services for ventilator-dependent
individuals meeting conditions defined in subsection C.

B. Definition.--"Respiratory cardor ventilator-dependenindividuals" means services
rovided on a part-time basispt otherwise available undédre StateMedicaid plan,that are
urnished in the patient's home by a respiratory therapist or other health care professional who the
State determines to be trained in respiratory therapy. A recipient's home does not include a hospital,
NF, ICF/MR, or other institution as defined in 42 CFR 435.1009.

C. Conditions--Individuals receiving home respiratory therapy under this provision must:

o Be medically dependent on a ventilator for life support at least 6 hours per day;

0 Have been so dependent for at least 30 consecutive days (or the maximum number
of days authorized under the State Medicaid plan, whichever is less) as an inpatient in one or more
hospitals, NFs, or ICFs/MR;

_ o But for theavailability of these respiratorgareservices at home, would require
respiratory care as an inpatient in a hospital, NF, or ICF/MR, and would be eligible to have payment
made for such inpatient care under the State Medicaid plan;

0 Have adequate social support services to be cared for at home;

0 Wish to be cared for at home; and

0 Receive servicasderthe direction of a physician who is familiar with the technical
and medical components of howrentilator support and who has medically determined that in-home
care is safe and feasible for the individual.

D. Limits onComparability of ServicesYou are not required to makeme respiratory

services othe same amount, duration, and scope available to anyone except those who meet the
specific conditions for coverage in subsection C.
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4302. OPTIONAL TARGETEDCASE MANAGEMENT SERVICES - BASIS, SCOPE AND
PURPOSE

The Consolidate@mnibus Budget Reconciliation Act (P.L. 99-272, COBRA) added §81915(g)(1)

and (g)(2) to the Act. These sections add optional targeted case management services to the list of
services that may be provided under Medicaid. Section 1895(c)(3) of the Tax Reform Act of 1986
(P.L. 99-514) added case management services to the list of services in 81905 of the Act. Section
4118(i) of OBRA 1987 (P.L. 100-2038dded a section discussing the qualifications of case managers

for individuals with developmental disabilities or chronic mental illness. Both the Tax Reform Act
andAOBIR7A 11598867 amendments are effective as if included in COBRA and are considered effective
on April 7, :

A. Background-Case management is an activity which assists individuals eligible for Medicaid
in gainingand coordinating access to necessamng andervices appropriate the needs of an
individual. Prior to the enactment of P.L. 99-272, States could not provide case management as a
distinct service under Medicaid withotlte use ofwvaiver authority. However, aspects of case
management have been an integral part of the Medicaid program since its inception. The law has
always required interagency agreements under which Medicaid patients may be assisted in locating
and receiving services theged when these services are provided by others. Prior to the enactment
of P.L. 99-272, Federahiancial participation (FFP) for case management activities may be claimed
in any of four basic areas:

1. Component of Another Serviee€Case management may be provided as an integral
and inseparable part of another covered Medicaid service. An examitls tfpe of case
management is the preparation of treatment plans by home health agencies. Since plan preparation
is required as a part of home health services, segaagieent for the case management component
cannot be rade, but is included ithe payment made for the service at the Federal Medical
Assistance Percentage (FMAP) rate.

2. Administration--Case management may be provided as a function necessary for the
proper andefficient operation of théledicaid State plan, as provided in 81903(ajhaf Act.
Activities such as utilization review, prior authorization and nursing home preadmission screening
may be paid as an administrative expense. The payment rate is either the 50 percent matching rate
25t2hgo75 percent FFP rate for skilled professional medical personnel, when the criteria in 42 CFR
.50 are met.

3. Section 1915(b) WaiversCase manae%ement may be provided in a waiver granted
under 81915(b) of the ActSection 1915(b) Erowd at a State may request that the Secretary
waive the requirements of 81902 of the Aotludingthe freedom of choice requirements in
%1|:9FC{)24E%)1(253&_)),(if)neessary to implement a primary care case management system as described in 42

.55(c).
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To qualify for such a waivethe casananagement project must be cefective, efficient, and
consistent with the objectives of the Medicaid program. The waiver is needed to restrict the provider
from (or through) whom arligible individualcan obtainmedicalcareservices (other than In
emergency circumstances), provided the restriction does not substantially impair access to services
of adequate quality, and that the statutory and regulatory requirements for waiver approvals are met.
Upon the written rguest of the State, case management services furnished on or after April 7, 1986
pursuant to a waiver granted under 81915(b)(1) may be reimbursed at the FMAP rate when these
servicesare performed by a vendor. Because of the nature of case management services under a
81915(b)(1)waiver, this activity, when performed by an employe¢hefMedicaid agency, is
construed as necessary for the proper and efficient administration of the State plan and is therefore
an administrative expense.

4. Section 1915(c) WaiversCase management may be provided as a service in a
waiver granted pursuant to 81915(c) of the Act. Section 1915(c)(4)(B) specifically enumerates case
management as a service which may be provided as part of a home and community-based services
waiver. In order to provide this service, you must define it as part of a waiver request, and identify
the qualifications othe providers. Under such a waiverase management serviaasist be
provided under a writteplan of care which is subject to the approval of the State Medicaid agency.
Services provided in this fashion are reimbursed at the FMAP rate. Section 4440 supplies additional
information concerning home and community-based services waivers.

NOTE: The enactment of P.L. @F2 and P.L. 99-514 has not altered your authority to provide
any of the previous categories of case management.

B. Legislation--P.L. 99-272 adds case management to the list of optional services which may
be provided under Medicaid. Section 9508 of P.L. 99-272 adds a new subsection (g) to 81915 of
the Act. This subsection, as amended by P.L. 100-203, provides that:

"(9)(1) A State may provide, as medical assistance, case management services under the plan
without regard tdhe requirements of section 1902(a)(1) and section 1902(a)§110)$18)_. The
provision of case management services under this subsection shall not restrict the choice of the
individual to receive medical assistance in violation of section 1902(a)(23). A State may limit
the provision of case management services under this subsection to individuals with acquired
immunedeficiency syndrome (AIDS); or with AIDS-related conditions, or with either, and a
State may limithe provision of case management services under this subsection to individuals
with chronic mentaillness. The State may limit the case managers available with respect to
casemanagement services fetigible individuals withdevelopmental disabilities or with
chronic mental illness in order émsure that the case managers for such individuals are capable
of ensuring that such individuals receive needed services.
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(2) For purposes of this subsection, the term ‘case management services' means services which
will assist individuals eligibleunder theplan in gainingaccess to needeadedical, social,
educational, and other services."

In authorizing States to offer case management services, Congress recognized that there was some
potential for duplicate payments because the same or similar services have often been provided by
other programs or under the Medicaid program itself. H. Rep. No. 453, 99th Cong., 1st Session 546
(1985), which accompanies this portion BfL. 99-272,emphasizedhat payment for case
management services under 81915(g) mt_m_;tduplicat_e payments madegablic agencies or

private entities under other program authorities for this same purpose.

FFP is available at the FMAP rate for targeted case management services rendered on or after April
7, 1986, when these services are included in the State plan.

C. Technical Statutory Changéection 1895(c)(3) of the Tax Reform Act of 1986 adds case
r§n1%n1aSg(egr(1§)nt services to 81905(a)(19) of the Act. In so doing, it defines 81905(a)(19) in terms of
9)(2).

D. Purpose-The purpose of these instructions is to implement these sections of the statute,
and to provide clarification regarding the requirements of the statute and how they may be met.

4302.1 Case Management Services - Process

A. Applicability.--The process described in this section applies to case management services,
as described in 81905(a)(19) and 81915(g) of the Act.

B. Submission and Timeframe£ase management under either §1905(a)(19) or §1915(qg) is
an optional service under Medicaid. To provide the service, incorporate it into your Medicaid State
Plan by means of a State plan amendment submitted to your servicing regional office. As with all
State plan amendments that provide additional services, the effective date may be no earlier than the
first day of the calendar quarterwhich the amendment submitted. In no caseay FFP be
claimed for case management services under 81915(g) provided prior to April 7, 1986.

In order to provide services under §1915gghmit aseparate amendment for each target group.
There is no limit tdhe number or size of target groups to whom you may provide case management
services. The target group may be the State’s entire Medicaid population.

4302.2 State Plan Amendment Requireme#{ay State plan amendment request to provide
optional case management services must address all of the requirements of this section.
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A. Target Group-ldentify the targegroup to whomcase management serviogidl be
provided. This targeting may be done by age, type or degree of disabllity, iliness or condition (e.g.,
Acquired Immune Deficiency Syndrome AIDS? or Chronic Mental lliness), or any other identifiable
characteristic or combination thereof. The following examples are target groups currently receiving
case management services under §1915(g) of the Act:

o Developmentally disabled persons (as defined by the State);

o Children between theges of birthand up to age 3 whare experiencing
deveIoO;I)mentaI delays or disorder behaviors as measured and verified by diagnostic instruments and
procedures;

o Pregnant women and infants up to age 1,
o0 Individuals with hemophilia;

_ o Individuals 60years of age or older whmave two or morghysical or mental
diagnoses which result in a need for two or more services; and

o Individuals with AIDS or HIV related disorders.

In defining the target group, you must be specific and delineate all characteristics of the population.

B. Comparability--Unlessyou intend to provide case management servicéBersame
amount, duratioand scope to all eligible recipients, indicate that 81915(g)(1) of the Act is invoked
to provide these services without regard to the requirements of §1902(a)(10)(B) of the Act. (See 42
CFR 440.240.) The exception to comparability requirements apPIi_es oocasémanagement
services under 81915(g) tfe Act. Comparability requirements relating &l other Medicaid
services are unaffected by this section.

C. Statewide Availability-Indicate whether case management senaceavailable to the
target group statewide arhether the authority of 81915(g)(1) of the Act is invoked to provide case
management services to the target group on a less than statewide basis. If case management services
are not to be provided on a statewide basis, indicate the geographic areas or political subdivisions
to be served. The provision @frgeted case management services l@ssathan statewide basis
does not excuse you fraime requirements of 81902(a)(1) of the Act (see 42 CFR 431.50) in regard
to the statewide availability of other Medicaid services.

D. Freedom of ChoiceSection 1915(g)(1) othe Act specifiesthat thereshall be no
restriction on free choice of qualified providers, in violation of §1902(a)(23) of the Act. Assure that
therewill be norestriction on a recipient's free choice of qualified providers of case management
services. In addition, assuiteat casenanagement servicegll not restrict anndividual's free
choice of providers of other Medicaid services.
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In order to meet the freedom of choice requirements, you must provide for the following:

_ 1. Option to Receive Serviced he receipt of case management services must be at the
option of the individual included in the target population. A recipient cannot be forced to receive
case management services for which he or she might be eligible.

2. Free Choice of ProvidersExcept as indicated for individuals with developmental
disabilities or chonic mental illness, an eligible individual must be free to receive case management
services fromany qualified provider othese services. The recipienay not bdimited to case
management providers in a clinic, even if the individual receives all other Medicaid services through
that clinic. However, in situations where the State has chosen to provide case management services
on a lesghan statewid®asis,free choice of theualified providers is limited tthose providers
Iolcated within all of the identified geographic areas or political subdivisions, as specified in the State
plan.

Whenproviding case management servicesrdividuals with developmental disabilities or with
chronic mental illnessyou maylimit the casemanagers availableThis ensures that the case
managers fotheseindividualsare capable gbrovidingthe full range of needed services to these
targeted recipients. This limitation is permissible onlyith regard tothe targetgroups of
developmentally disabled or chronically mentalllyor any subgroupghat you choose to define.

If you choose to target a subgroup of individuals who are developmentally disabled or chronically
mentallyill, the targetedjroup (e.g., based on age, degree of impairment) must continue to fit the
definition of chronic mental iliness or developmental disability. The requirements discussed in items
D.1, D.3, and D.4 continue to apply to all target groups.

3. Provider ParticipatiarrAny person or entity meeting State standards for the
provision of case management services who wishes to become a Medicaid provider of those services
must be giverthe opportunity to dso. Howeverthe State is not required to extepbvider
participation to providers located outside the geographic areas in which case management is targeted.

4. Unrestricted AccessCase management services under §1915(g) of the Act may not
be used to restrict the access of ¢thent to other services available undee Stateplan. This
option is, however, available through waivers granted pursuant to §1915(b) of the Act. (See §2100.)

E. Qualifications of ProvidersThe statute does not set minimum standards for the provision
of case management services. Therefore, establish the minimum qualifications for the providers of
case management services. The qualificationsmaest be reasonablyelated to the case
management functionthat a provider is expected toperform. While reasonable provider
gualificationsare necessary to assure that aasmagersare capable ofendering services of
acceptableuality, use caution in determining the acceptable degree of such qualifications. With
the exception of providers of case management servicésditaduals with developmental
disabilities or bronic mental iliness, provider qualifications must not restrict the potential providers
of case management services to only those viewed agjoadgted. Individuals within the specified
target group must be free to receive case management services from any qualified provider.
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Except as discussed in item D.2, you may not limit the provision of these services to State or other
public agencies, butnust permitany person or entity that meets #stablished qualifications in
accordance with 42 CFR 431.51(b) to become a Medicaid provider.

F. Nonduplication of PaymemsPayment for case management services under §1915(g) of
the Act may not duplicate payments made to public agencies or private entities under other program
authorities for this same purpose.

In general, payment may not be made for services for which another payer is liable. Exceptions to
this general rule include payments for prenatal or preventive pediategncluding Early and
Periodic Screening, Diagnosand Treatmen([EPSDTS) services; payments for servicesered
under a plan for amdividual for whom child suppornforcement i9eingcarried out; or any
payments made through a waiver granted unliercost effectivenessrovisions of 42 CFR
433.139(e). Aather major exception is that payments may be made to State education agencies to
cover the costs of services provided under a recipient's Individualized Education Program.

Payment may not be made for services for which no payment liability is incurred. Similarly, separate
payment cannot be made for similar services which are an integral and inseparable part of another
Medicaid covered service.

G. Differentiation Between Targeted Case Management Services and Case Management Type
Activities for Which Administrative Federalatch May BeClaimed--You must differentiate
between case management servigagh may properly be claimed #te service match under
§1915(g) and case maeagent activities which are appropriate for FFP at the administrative match
under the Statplan, based upotine appropriate criterialhese two payment authorities do not
result in mutually exclusive types of services.

There are certain case management activities which may appropriately be eligible for FFP at either
the administrative or the service match rate. Examples of case management activities that may be
claimed at either thadministrative orthe service matchate entail providingassistance to
individuals to gainaccess to serviceisted in the Stateplan, including medicacare and
transportaibn. In cases where an activity may qualify as either a Medicaid service or an
administrative activity, you maglassify the function in either category. This decision must be made
prior to claiming FFP because of the different rules which apply to each type of function under the
Medicaid program.

1. Case Management as a Service Under §1915{BP is available at the FMAP rate
for allowable case management services under 81915(g) when the following requirements are met:

_ o Expenditures are made on behalktiible recipients included ithe target
group (|.)e.theremust be an identifiable chargelated to an identifiable service provided to a
recipient);

o Case management serviggeprovided as thewre defined in the approved
State plan;

0o Case management services are furnished by individuals or entities with whom
the Medicaid agency has in effect a provider agreement;
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0o Case management serviegsfurnished to assist an individual gaining or
coordinating access to needed services; and

o Payment for services is maft#lowing the receipt of aalid providerclaim.
Providers must maintain case records which indicate all contacts with and on behalf of recipients.
The case recordaust document name of recipient, the date of service, name of provider agency
and CFerson providing the service, nature, extent, or units of service, and the place of service delivery.
In addition,providers must develop a billing system to appropriately identify and bill all liable third
parties.

Becaus&1915(g) ofthe Act defines case management services as services which assist individuals
eligible under the plan in gaining access to needed medical, social, educational, and other services,
recipients may obtain access to services not included in the Medicaid State plan. The costs of case
management services provided under §1915(g) that involve gaining access to non-Medicaid services
are eligible for FFP at the service match rate.

Examples of case management services provided under 81915(g) of the Act may include assistance
in obtaining Food Stamps, energy assistance, emergency housiegalservices. All case
management services provided as medical assistance pursuant to §19i¢gAofmust be
described in the State plan. In addition, they must be provided by a qualified provider as defined in
the State plan.

When casenanagement is provided pursuant to 81915(g) of the Act, the service is subject to the
rules pertaining to all Medicaid services. If you choose to cover targeted case management services
under your State plan, dsfined in §1915(g) of the Act, you cannot claim FFP at the administrative
rate for the same types of services furnished to the same target group.

NOTE: Although FFAnay be available for case management activities that identify the specific
services needed by an individual, assist recipients in gaining access to these services, and
monitor to assure that needed services are received, FFP is not available for the cost of
these specific servicesilessthey are separatelgimbursable under MedicaidAlso,

FFP is not available faihe cost of theadministration othe services or programs to
which recipients are referred.

2. Case Management as an Administrative Activiase management activities may
be consideredallowable administrative costs dhe Medicaid program wherthe following
requirements are met:

0 Theyareprovided in a manner consistent with simplicity of administration and the
best interest of the recipient, as prescribed by §1902(a)(19) of the Act; and

o Documentation maintained in support of the claim is sufficiently detailed to permit

HCFA to determine whether the activities are necessary for the proper and efficient administration
of the State plan, as provided by §1903(a) of the Act.
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The following list offunctions provides examples of activities which may properly be claimed as
administrative case management activities, but not as targeted case management services. The
omission of any particular function from this list does not represent a determination on HCFA's part
that the function is not necessary for the administration of the plan.

o Medicaid eligibility determinations and redeterminations;

o Medicaid intake processing;

o0 Maedicaid preadmission screening for inpatient care;

o Prior authorization for Medicaid services and utilization review; and

-0 Medicaid outreach (methods to inform or persuade recipients or potential recipients
to enter into care through the Medicaid system).

Becausectivities related to services which Medicaid does not cover are not considered necessary
for theadministration othe Medicaid plan, the accompanying costs are not eligible for Medicaid

FFP at the administrative rate. For example, case management related to obtaining social services,
Food Stampsgnergy assistance, drousing cannot be considered legitimate Medicaid
administrative expenseventhough it may produce results whieahe in the best interest of the
recipient. These services can be provided as medical assistance if described in the State plan.

Similarly, setting up an appointment with a Medicaid participating physiarsharranging for
transportation for a recipient may be considered case management administrative activities necessary
for the proper and efficient administration of the Medicaid plan. However, arranging for baby sitting
for a recipient's child, although beneficial to the recipient, is not an activity for which administrative
FFP can be claimed.

In addition, when aaseworker suspects that physical abuse of a recipient has occurred, the referral
to medicalcarecould be considered a reimbursable administrative activity uhéekedicaid
program. However, assisting the victim in obtaining emergency housing and legal services, although
In the best interest of the recipient, is not an activity for which administrative FFP may be claimed.
In cases where workers perform activities funded under multiple auspices, careful records must be
kept to document the State's claims for Federal funds under the appropriate authorities.

Administrative case management activities may be performed by an entity other than the single State
agency. However, there must be an interagency agreement in effect.

When a State expects ¢ttaim FFP for Medicaid administrativease management activities, the
costs for these activitiaaust be included in a cost allocation plan submitted to and approved by
your HCFARO. HCFA reservetheright to evaluate thectivities for which FFP is claimed to
determine whether they meet the requirements (either administrative or service match) for payment.
When FFP is claimed fany functions performed as case manageraémtinistrative activities

under 81903(a) of the Act, docantation must clearly demonstrate that the activities were provided

to Medicaid applicants or eligibles, and were in some way connected with determining eligibility or
administering services covered under the State plan.
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H. Case Managemehinderthe Early and PeriodiScreening, Diagnostiand Treatment
(EPSDT) Program-Care coordination, including aspects of case management, has always been an
integral component of tHEPSDT program, as described in 42 CFR 441.61. OBRA 1989 (P.L. 101-
239) modifiedthe EPSDT program by addirgl905(r) to the Act.Section 1905(r) requires that
States provide any services included in 81905(a) of the Act, when medical necessity for the service
is shown by an EPSDT screen, whether such services are covered under the State plan. While case
management is required under éxgpanded EPSDT program when the need for the activity is found
medically necessary, this does not mean §1915(g) targeted case management services. Therefore,
when the need for case management activities is foundreeteallynecessary, the State has
several options to pursue:

1. Component of agxisting Service-Case management services may be provided to
persons pa_rt|C|pat|n%_|n the EPSDT program by an existing service provider such as a physician or
clinic referring the child to a specialist.

2. Administration--Case management services may be provided to EPSDT participants
by the Medicaid agency or another State agency such as title V, the Health Department or an entity
with which the Medicaid agency has an interagency agreement. Administrative case management
activities must be found necessary for the proper and efficient administration of the State plan and
therefore must be limited to those activities necessary for the proper and efficient administration of
Medicaid covered services. FFP is available at the administrative rate.

3. Medical AssistanceCase management services may be provided under the authority
of §1905(a)(19) of the ActThe service musneet the statutorgiefinition of casemanagement
services, as defined by §19_15_(g) of the Act. Therefore, FFP is available for assisting recipients in
?aln_lng access to both Medicaid and non-Medicaid services. FFP for case management services
urnished under 81905(a)(19) of the Act is available at the FMAP rate.

Any combination of two or more dhe above igossible, as long asFP is not available for
duplication of services.

|. Service Limitations-Thefollowing are notallowable targeted case management services
as defined in 81915(g)(2) of the Act.

1. Other Medicaid ServicesWhen assessing an individual's need for services includes
a physical opsychological examination or evaluation, bill for the examination or evaluation under
the appropriate medical service category. Referral for such services may be considered a component
of case management services, the actualprovision ofthe service does not constitute case
management.

2. Referral for TreatmentWhen an assessment indicatse need formedical
treatment, referral or arrangements for such treatmmayt be included asasemanagement
services, but the actual treatment may not be considered.

3. Institutional Discharge PlanningDischarge planning is required as a condition for

payment of hospital, NEnd ICF/MR services. Therefotkjs cannot bebilled separately as a
targeted case management service.
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4. Client Outreach-Outreach activities in which a State agency or a provider attempts
to contact potential recipients of a service do not constitute case management services. The statute
defines case management services as, "services which will assist individuals eIi%ibIe under the plan
in gaining access teeeded medical, social, educational and other services" (emphasis added). The
attemFt to contact individuals who may or may not be eligible for case management services does
not fall under this definition. However, such outreach activities may be considered necessary for
the proper and efficient administrationtbe Medicaid State plan. Whehis is the case, FFP is
available at the administrative rate.

J.  Coorthation With Home and Community-Based Services Waiv€ase management
services continue to be available under home and community-based services waivers approved
Bursuant to 81915(c) of the Act. However, since approval for §1915(c) waiver services may only

e granted for services not otherwise available unigderStateplan, the addition of case
management services undiie Stateplan may necessitatihe modification of a home and
community-based services waiver. In order to comply \lith nonduplication of services
requirements discussed in 84302B, the following elements apply to waivers under 81915(c).

1. Service Not Included in WaiveftHome and community-based services waivers (and
requests for waivers) which do not contain case management as a waiver service are not affected
by this section.

2. DifferentTarget Populatior-Home and community-based services waivers (and
requests for waivers) which are targeted at a population different from the group(s) to whom targeted
case management services are provided are not affected by this section.

_ 3. Duplication of State Plan Servie&Vhen a home and community-based services
waiver contains case management as a waiver service and the State adds case management services
to the State plan, the following apply:

a. Same Target Population and Service Defintitiithe target population arttie
service definitions are the same, delete the case management services from the waiver through an
amendment request, and make appropriate costi@imhtion adjustments tthe waiver cost
effectiveness formula.

b. Same Service Definitionlf the definition of services ishe same, bubnly a
portion of waiver recipients (who receive waiver case management) are now eligible for the State
plan service, the serviomay remain inthe waiver. Adjustments must be madeth® cost
effectiveness formula to refletite fact that anumber of recipients now receitiee State plan
service.

4. Same Target Populatiefif you have targeted case management services in your
State plan for a particular group, and you submit a waiver request for the same targeted group, the
re(tTlu_est for waiver may not include case management services through the waiver under the same
definition used in the State plan. If the case management is provided under an identical definition,
it must be provided under the State plan and not under the waiver.
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K. PaymentMethodology--The amendment must specifiye methodology by which
payments and rates are made. Indicate the paymethibdology for public awell asprivate
providers. Enter this information on attachment 4.19-B of the State plan.

L. Documentation of Claims for Case Management Servite®rder to receive payment
for case management services under the plan (i.e., at the FMAP rate), fully document your claim as
you do for any other kicaid service. If you pay for case management services through capitation
or prepaid health plans, the requirements of 42 CFR Part 434 must be met. With the exception of
claims paid under capitan or prepaid health plan arrangements, you must document the following:

date of service,

name of recipient,

name of provider agency and personcioroviding the service,
nature, extent, or units of service, an

place of service.

[eNeoNeNeoNeo)

NOTE: Whileforms of documentation such as time studies, random moment sampling and cost
allocation plans may be appropriate @aiming administrative FFP for activities in
support of the Statglan, these modes of documentation are not acceptable as a basis for
Federal participation in the costsMgdicaid services. There must be an identifiable
charge related to an identifiable service provided to a recipient.

4302.3 Instructions For Completing Preprint Supplement

A. State Plan Amendmenrd{To include case management services in your State plan, indicate
your intentions on Ahchment 3.1-A and 3.1-B of the State plan preprint. In addition, complete one
preprint supplement for each target group to whom the services will be provided. (OMB approval
Is required under the Paper Work Reduction Act of 1980 and will be obtained.)

B. Supplement 1 to Attanent 3.1-A--Exhibit 1 is a copy of supplement 1 to Attachment 3.1-
A. Each item must be completed for the amendment to be approved.

Item 1. Definethe targegroup. Indicate anylimitations of disease or condition, age,
igstit_l#ti%nal or noninstitutional status other characteristic(s) bwhich the targetgroup is
identified.

_ Iltem 2. Check one category. If serviegeprovided on a lesthan statewidéasis,
specify the geographic areas or political subdivisions to which the services will be provided.

Iltem 3. Check one category.
Item 4. Define case management services as they apply to the target population. Specify

any limitationsthatapply. Indicatethe unit(s) of service. ldentify any coordinativith non-
Medicaid programs or agencies.
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Item 5. Specifythe qualifications ofthe providers. These qualifications must be
reasonably related to the case management function(s) that the providers are expected to perform.
Item 6. No information necessary.

Item 7. No information necessary.
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EXHIBIT |

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory:
CASE MANAGEMENT SERVICES

A. Target Group:

B. Areas of State in Which Services Will Be Provided:

Entire State

Only in the following geographic areas (authority of 81915(g)(1) of the Act is invoked
to provide services less than statewide):

C. Comparability of Services:
Services are provided in accordance with §1902(a)(10)(B) of the Act.

~Services are not comparable in amount, duration and scope. Authority of §1915(g)(1)
of the Act is invoked to provide services without regard to the requirements of §1902(a)(10)?B)

D. Definition of Services:

E. Qualifications of Providers:

F. The State assurésat theprovision ofcase management servicgdi not restrict an
individual's free choice of providers in violation of §1902(a)(23) of the Act.

1. Eligble recipients will have freghoice of the providers of case management services.

he bl 2. Eligble recipients will have free choice of the providers of other medical care under
the plan.

G. Payment for case management services under the plan shall not duplicate payments made
to public agencies or private entities under other program authorities for this same purpose.
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4305. HOSPICE SERVICES

Hospice care is aoptional benefit undethe Medicaid program. A hospice is a public agency or
private organization or a subdivision either that isprimarily engaged in providingare to
terminally il individuals. A participating hospice meets the Medicare conditions of participation for
hospices and has a valid provider agreement. Hospice coverage must be available for at least 210
days and may be subdivided into two or more periods at State option. (The Medicare benefit is
divided into two 90 day periods and one 30 day period.)

In order to be eligible to elect hospice care under Medicaid, an individual must be certified as being
terminally ill. An individual is onsidered to be terminally ill if the individual has a medical prognosis
that his or her life expectancy is six months or less.

4305.1 Physician CertificationThe hospice must obtaihe certification that amdividual is
terminally ill in accordance with the following procedures:

o For the first period of hospice coveragjge hospice must obtain, no latdran two
calendar days after hospice care is initiated, written certification statements signed by the medical
director of thehospice orthe physician member ahe hospice interdisciplinary grougnd the
individual's attending physician (if the individual has an attending physician).

If the hospice does not obtain a written certification within two days after the initiation of hospice
care, a verbal certification may be obtained within these 2 days, and a written certification obtained
no later than 8 days afteare isinitiated. If these requiremenése not met, no payment can be
made for days prior to the certification. The attending physician is a physician who is a doctor of
medicine or osteopathy and is identifiedtbg individual atthetime he or she elects to receive
hosg_ice Icare as having the most significant role in the determination and delivery of the individual's
medical care.

o Forany subsequent period, the hospice must obtain, no later than two calendar days after
the beginning of that period, a written certification statement prepared by the medical director of the
hospice othe physician member dhe hospice's interdisciplinary group. The certification must
include the statement that the individual's medical prognosis is that his or her life expectancy is six
months or less if the terminal iliness runs its normal course and the signature(s) of the physician(s).
The hospice must retain the certification statements.

4305.2 Election Proceduredf an individual elects to receive hospice care, he or she must file

an election statement with a particular hospice. An election may also be filed by a representative
acting pursuant to State law. Witlspect to amdividual grantedhe power of attorney for the
patient, State law determines the extent to which the individual may act on the patient's behalf.

Rev. 50 4-323



REQUIREMENTS AND LIMITS
4305.2 (Cont.) APPLICABLE TO SPECIFIC SERVICES 10-90

An election to receive hospice care is considered to continue through the initial election period and
through any subsequent election periods without a break in care as long as the individual remains
in the care of the hospice and does not revoke the election. An individual may designate an effective
date for the election period that begins with the first day of hospice care or any subsequent day of
hospice care, but an individual may not designate an effective date that is earlier than the date that
the election is made.

For purposes of the Medicaid hospice benefit, a nursing facility may be considered the residence of
a beneficiary. A beneficiary residing in such a setting may elect the hospice benefit. An addition
to hospice reimbursement is made in this situatiotake theroom and board provided by the
facility into account. (See 84308.2). The hospice reimburses the facility for these services.

An individual must waive all rights to Medicaid payments for the duration of the election of hospice
care for the following services:

0 Hospice car@rovided by a hospice other than the hospice designated by the individual
(unless provided under arrangements made by the designated hospice); and

0 Any Medicaid services that are related to the treatment of the terminal condition for which
hospice carevas elected or a related conditiontloat are equivalent thospicecare except for
services--

- Provided (either directly or under arrangement) by the designated hospice;

- Provided by the individual's attending physician if that physician is not an _
employee of the designated hospice or receiving compensation from the hospice for those services;
or

- Provided as room and board by a nursing facility if the individual is a resident.

After the hospice benefit expires, the patient's waiver of these other Medicaid benefits expires and
coverage of certain services provided throtigihhospice may be possible. For example, if the
hospice must provide acute inpatient care in a hospital with which it has an agreement, the hospital
could bill Medicaid for covered hospital services.

4305.3 Election, Revocation and Change of Hospitke election statement must include the
following items of information:

o Identification of the particular hospice that will provide care to the individual;

o Theindividual's or representative's acknowledgement that he or she has been given
a full understanding of hospice care;
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‘0 Theindividual's or representative's acknowledgement that he or she understands that
the Medicaid services listed in 84305.2 are waived by the election;

o0 The effective date of the election; and
o0 The signature of the individual or representative.

An individual or representative may revoke the election of hospice care at any time. To revoke the
election of hospice care, the individual must file a document with the hospice that includes a signed
statement that the individual revokes the election for Medicaid coverage of hospice care and the date
that the revocation is to be effective. The individual forfeits coverage for any remaining days in that
election period if the benefit is broken into periods. If it is not or no periods are left, the revocation
is permanent. Amdividual maynot designate an effectidateearlier tharthe date that the
revocation is made.

Uponrevokingthe election of Medicaid coverage of hospice care for a particular election period,
an individual resumes Medicaid coverage of the benefits waived when hospice care was elected. An
individual may at any time elect to receive hospice coverage for any other hospice election periods
for which he or she is eligible.

An individual may changegnce in eaclelection period, the designation of the particular hospice

from which he or shelects to receive hospice care. The change of the designated hospice is not
considered a revocation of the election. To changelé¢segnation of hospice programs, the
individual must file, withthe hospice from which he or she has received care and with the newly
designatedospice, a signestatement thanhcludesthe following information: the name of the

hospice from which the individual has received care, the name of the hospice from which he or she
plans to receive care and tiate the change is effective. A change of ownership of a hospice is not
considered a change in the patient's designation of a hospice, and requires no action on the patient's
part.

If an individual is eligible for Medicare as well as Medicaid, the hospice benefit must be elected and
revoked simultaneously under both programs if the State offers the benefit.

4305.4 Requirements f@Qoverage-To be covered, a certification that the individual is terminally

il must have been completed as set forth in 84305.1, and hospice services must be reasonable and
necessary for thpalliation or management dfie terminal illnessand related conditions. The
individual must elect hospiceare in accordanceith 84305.2,and a plan ottare must be
e?tablished before services are provided. To be covered, services must be consistent with the plan
of care.

In establishing the initial plan of care, the member of the basic interdisciplinary group who assesses

the patient's needs museet orcall at leasbne othegroup member (nurse, physician, medical
social worker or counselor) before writing the initial plan of care.
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At least one of the persons involved in developing the initial plan must be a nurse or physician. This
plan must be established dhe same day athe assessment the day ofassessment is to be a
covered day of hospiaeare. The other twanembers othe basic interdisciplinary group must
review the initial plan of care and provide their input to the process of establishing the plan of care
within two calendar days following the day of assessment.

4305.5 CoveredServices-All services must be performed by appropriately qualified personnel,
but it is the nature of the service, rather thandingification of the person who provides it, that
determineghe coverage category of the servicéhe following servicesare coveredospice
services:

o Nursing care provided by or under the supervision of a registered nurse.

o Medical social services provided by a social worker who has at least a bachelor's degree
from a schoahccredited oapproved by the Council on Social Work Education, and who is working
under the direction of a physician.

o Physicians' services performed by a physician (as defined in 42 CFR 410.20) except that
the services of the hospice medical director or the physician member of the interdisciplinary group
must be performed by a doctor of medicine or osteopathy.

0 Counseling services providedttre terminallyill individual and the family members or
other persons caring for the individual at home. Counseling, including dietary counseling, may be
provided both for the purpose of training the individual's family or other care-giver to provide care,
and for the purpose eIpin%the individual and thosecaring forhim or her to adjust to the
individual's approaching death.

o0 Short-term inpatientare provided in a participatin% hospice inpatient unit, or a
participating hospital or nursing facilitthat additionally meetghe special hospice standards
regarding staffing and patient areas. Services provided in an inpatient setting must conform to the
written plan of care. General inpatier@remay be required for procedures necessary for pain
control oracute orchronic symptom management whicAnnot be provided in otheettings.
Inpatient care may also be furnished to provide respite for the individual's family or other persons
caring for the individual at home.

o Medical appliances and supplies, including drugs and biologicals. Only drugs as defined
in 81861(t) of the Act anavhich are usedrimarily for therelief of pain andsymptomcontrol
related to thendividual's terminal ilinesare covered.Appliances may includeovered durable
medical equipment as well as other self-help and personal comfort items related to the palliation or
management dhe patient'serminal illness. Equipment is provided the hospice for use in the
patient's homevhile he orshe is under hospice care. Medical supplies include those that are part
of the written plan of care.
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o0 Homehealth aide services furnished by qualified aides and homemaker services. Home
health aides may provide personateservices. Aides may also perform household services to
maintain a safe and sanitary environment in areas of the home used by the patient, such as changing
the bed or light cleaning and laundering essential to the comfort and cleanliness of the patient. Aide
services must be provided under the general supervision of a registered nurse. Homemaker services
may include assistance in personal care, maintenance of a safe and healthy environment and services
to enable the individual to carry out the plan of care.

o Physical therapy, occupational theraﬁy and speech-language pathology services provided
for purposes of symptom control or to enable the individual to maintain activities of daily living and
basic functional skills.

Nursing care, physicians' services, medical social services and counseling are core hospice services
and must routinely be provided directly by hospice employees. Supplemental services may be
contracted for during periods of peak patient loads and to obtain physician specialty services.

4305.6 Special Coverage Requiremen@ontinuous home care is to be provided only during a
period of crisis. A period of crisis is a period in which a patient requires continuous care which is
primarily nursingcare to achievealliation or management atutemedical symptoms. Nursing

care must be provided by either a registered nurse or a licensed practical nurse and a nurse must be
providingcarefor more than half othe period ofcare. Aminimum of 8hours ofcaremust be

provided during a 24-hour day whiblegins and ends at midnight. This care need not be continuous,
I.e., 4 hours could be provided in the morning and another 4 hours provided in the evening of that
day. Homemaker and aide services may also be provided to su%plement the nursing care. Continuous
home care is covered when it is provided to maintain an individual at home during a medical crisis.

If less skilledcare is needed onantinuous basis to enable the person to remain at home, this is
covered as routine home care.

Respite care is short-term inpatient care provided to the individual only when necessary to relieve
the family members oother persongaring forthe individual at home. Respitearemay be
provided ong on an occasionabmmand may not be reimbursed for more than five consecutive days

at a time. Respite care may not be provided when the hospice patient is a nhursing home resident.

Bereavement courigey consists of counseling services provided to the individual's family after the
individual's death. Bereavement counseling is a required hospice service but it is not reimbursable.
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4306. HOSPICE REIMBURSEMENT

With the exception of payment for physician services (see 84307) Medicaid payment for hospice
care is made at one of four predetermined rates for each day in which an individual is under the care
of the hospice. Establish rates no lower than the rates used under Part A of title XVIII (Medicare),
adjusted to disregard cost offsets attributable to Medicare coinsurance arasingtfie same
methoddogy used undePart A. The four ratesre prospective rates. There are no retroactive
adjustments other than the optional application of the "cap" on overall payments and the limitation
on payments for inpatient care, if applicable. The rate paid for any particular day varies depending
on the level ofcarefurnished tothe individual. The"cap" and thdimitations onpayment for
inpatient care are described in sections that follow.

4306.1 Levels of CareThere are four levels of care into which each day of care is classified:

o Routine Home Care,

o Continuous Home Care,
o0 Inpatient Respite Care, or
o0 General Inpatient Care

For each day that amdividual is under the care of a hospice, pay the hospice an amount applicable
to the type andhtensity ofthe services furnished tthe individual forthat day. For continuous

home care, the amount of payment is determined based on the number of hours of continuous care
furnished to the beneficiary on that day. A description of each level of care follows.

~ A, Routine Home CarePay the hospice the routine home care rate for each day the patient
is under the care dlfie hospice and you do not pay at another rate. This rate is paid without regard
to the volume or intensity of services provided on any given day.

B. Continuous HomeCare--Pay thehospice atthe continuoushome care ratewhen
continuous bme care is provided. (See 84305.6.) The continuous home care rate is divided by 24
hours in order to arrive at dnourly rate. A minimum of 8 hours per day must be provided. Pay the
hoc?pice for every hour grart of an hour of continuous care furnished up to a maximum of 24 hours
a day.

~C. Inpatient Respite CarePay the hospice at the inpatient respite care rate for each day on
which the beneficiary is in an approved inpatiétility and isreceiving respitecare. (See
§4305.6.) Payfor respite care for a maximum of 5 days at a time including the date of admission
Eut not countinghe date oflischarge.Payfor thesixth and any subsequent days at the routine
ome care rate.

D. General Inpatient CarePay at the general inpatient rate when general inpatient care is
provided except as described in 84306.2.
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4306.2 Date of DischargeFor the day of discharge from an inpatient unit, pay the appropriate
home care rate unless the patient dies as an inpatient. When the patient is discharged deceased, the
inpatient rate (general or respite) is paid for the discharge date.

4306.3 Hospice Payment Ratefhe minimum national Medicaid hospice rates, before area wage
adjustments for each of the categories of care described in §4306.1 are:

Routine Home Care Rate $ 79.85

Continuous Home Care Rates 465.57 Full Rate-24 hours of care
19.40 Hourly Rate

Inpatient Respite Care Rate 86.82

General Inpatient Care Rate 354.73

These rates are based on the methodology used in setting Medicare rates, adjusted to disregard cost
offsets attributable to Medicare coinsurance amounts. Under the Medicaid hospice benefit, no cost
sharing may be |mTposed withspect to hospice services rendered to Medicaid recipients. These
rates are in effect for services provided on or after January 1, 1990.

Effective on or after April 1, 1990, the State may choose to establish hospice payment rates at higher
amounts than thodested above. In no casmay hospice payment amounts be established in
amounts lower than the amounts listed above.

4306.4 Local Adjustment of PaymeRates--The payment rates in 843068 adjusted for
regionaldifferences in wagesisingindices published in Addenda#@nd B. To select the proper

index for anarea,first determine ifthe hospice is located in one die Urban Areas listed in
Addendum A. If so, ustheindex forthat area. If théospice is nolisted asone of theUrban

Areas in Addendum A, use the index number of the rural area for the State listed in Addendum B.
If the index number fothe applicablearea islessthan 0.8, use 0.8 as tledex. Once the _
appropriate index figure is determined, the computation of the rates for a hospice can be made using
the methodology contained ihe following tables in this section. Table | indicates the portion of
each of theminimum national hospice Medicaid rates subjectitewage index. Table Il is an
example othe computation of wage adjusted rates for a hospice located in Baltimore, Maryland,
usingthe minimum national Medicaid rates and the applicable index number of 1.0860. Table Ili

is used to compute the rates applicable to a particular hospice. The wage adjusted continuous care
rate is then divided by 24 to determine the hourly billing rate.
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Minimum Wage
National component
Medicaid subject Unweighted
Rates to index amount
Routine Home Care $79.85 (100%) $54.87 (68.71%)  $24.98 531.29%§
Continuous Home Care 465.57 (100%) 319.89 (68.71%)  145.68(31.29%
Inpatient Respite 86.82 (100%) 47.00 (54.12%) 39.82(45.88%)
General Inpatient Care 354.73 (100%) 227.06 (64.02%) 127.67(35.98%)
TABLE 1l
Wage
Minimum  Compo- Index
National nent for Adjusted .
Medicaid subject  Balt. Wage Non-wage Ad;.
Rates toindex MD Component Component Rate
Routine Home Care $79.85 $54.87 1.0860 $59.59 $24.98 $84.57
Continous Home Care  465.57 319.89 1.0860 347.40 145.68 493.08
Inpatient Respite 86.82 47.00 1.0860 51.04 39.82 90.86
General Inpatient Care 354.73 227.06 1.0860 246.59 127.67 374.26

4-330 Rev. 50



REQUIREMENTS AND LIMITS

10-90 APPLICABLE TO SPECIFIC SERVICES 4306.5
TABLE Il

Wage

compo-

nent Non-wage

subject compo-

to index nent Wage

(Multiply (Multiply  Adjusted

appli- appli- Rates
State cable per- Adjusted cable for
Estab- centage Index wage percent-  your
lished from for component age from area
Medicaid Table 1 your (col. 2 x Table 1 (col. 4 +
Rates bycol.1 area* col. 3) by col. 1 col. 5)
coll col 2 col3 col4 col 5 col 6

Routine Home Care
Continuous Home Care
Inpatient Respite
General Inpatient Care

Continuous Home Care Rate, adjusted for wages = $ :- 24 hours =iourly Rate
* If index for an area is less than 0.8, use 0.8.

4306.5 Lmitation on Payments fonpatient Care-Payments to a hospice for inpatient care must

be limitedaccording tahe number of days of inpatient care furnished to Medicaid patients. During
the 12-montlperiodbeginningNovember 1 okach year andndingOctober 31, theaggregate

number of inpatient days (both for general inpatient care and inpatient reﬂ)ite care) may not exceed
20 percent of the aggregate total number of days of hospice care provided to all Medicaid recipients
during thatsame period. The State may exclude Medicaid recipients afflicted with acquired
immunodeficiency syndrome (AIDS) in calculating this inpatient care limitation. This limitation is
applied once each year, at the end of the hospices' "cap period" (11/1 -10/31). For purposes of this
computation, if it is determined that the inpatieatie shouldnot be paid, any days for which the
hospice receives payment at a horaee rate are not counted iapatient days. Calculate the
limitation as follows:

o The maximum allowablaumber of inpatient days is calculated by multiplying the total
number of days of Medicaid hospice care by 0.2.

o Ifthe total number of days of inpatient care furnished to Medicaid hospice patients is less
than or equal to the maximum, no adjustment is necessary.

Rev. 50 4-331



REQUIREMENTS AND LIMITS
4307 APPLICABLE TO SPECIFIC SERVICES 10-90

o If the total number of days of inpatieciire exceeded thmaximum allowable
number, the limitation is determined by:

1. calculating a ratio of the maximum allowable days to the number of actual days
of inpatient care, anthultiplying thisratio by the total reimbursement for inpatient care (general
inpatient and inpatient respite reimbursement) that was made,

2.  multiplying excess inpatient care days by the routine home care rate,
3. adding together the amounts calculated in 1 and 2, and

' . 4. comparing the amount in 3 with interim payments madaedospice for
inpatient care during the "cap period."

Any excess reimbursement is refunded by the hospice.

4307. PAYMENT FOR PHYSICIAN SERVICES UNDER HOSPICE

The basic payment rates for hospice care which are listed in Table | are designed to reimburse the

hospice forthe costs ofll covered services related ttoe treatment ofhe beneficiary's terminal

iliness, includinghe administrative and general supervisory activities performed by physicians who

are employees of or workingnder arrangements made witie hospice. These activities are
enerally performed by the physician serving as the medical director and the ﬁhysician member of

the hospice interdisciplinary group. Group activities include participation in the establishment of

plans of care, supervision of care and services, periodic review and updating of plans of care, and

establishment of governing policies. The costs for these services are included in the reimbursement

rates for routine home care, continuous home care, and inpatient respite care.

Pay thehospice for othephysicians' services, such as direct pateameservices, furnished to
individual patients by hospice employees and for physician services furnished under arrangements
made bf\; the hospice unless the patient care services were furnished on a volunteer basis. At your
option, the hospice may be mdursed in accordance with the usual Medicaid reimbursement policy

for physicians servicesontained in 42 CFR 447ff or in accordance with the Medicare methodology

for payment ohospice physician service3his reimbursement is in addition the daily rates.

Total payments made to the hospice for these services are counted, along with total payments made
at the \(/jarié)us hospice daily rates, in determining whether the optional hospice cap amount has been
exceeded.
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Physicians whare designated by recipients #se attending physician and wadso volunteer

services to the hospice are, as a result of their volunteer status, considered employees of the hospice
in accordance with 42 CFR.8.3. (This enables the hospice to use volunteers to meet the physician
core service requirement in 42 CFR 418.80.) All

direct patient care services rendered by these physicians to hospice patients are hospice physician
services, and are reimbursed in accordance with the procedures outlined in the %receding paragraph.
As stated in the preced) paragraph, physician services furnished on a volunteer basis are exclude
from Medicaid reimbursement. You may reimburse the hospice on behalf of a volunteer physician
for specific services rendered whiahenot furnished on a volunteer basis (a physician may seek
reimbursement for some services while furnishing other services on a volunteer basis). The hospice
must have aliability to reimbursethe physician for those physician services rendered. In
determining which services are furnished on a volunteer basis and which services are not, a physician
must treat Medicaid patients ¢ime same basis asther patients in theospice. For instance, a
physician may not designaa# physician services rendered to non-Medicaid patients as volunteered
and at the same time seek payment from the hospice for all physician services rendered to Medicaid
patients.

EXAMPLE: Dr. Jones has an agreement with a hospice to sem® ragdicaldirector on a
volunteer basis. Mrs. Smith, a Medicaid recipient, enters this hospice and designates
Dr. Jones as her attending physician. Dr. Jones, who does not furnish direct patient
care services on a volunteer basis, renders a direct patient care service to Mrs. Smith.
Dr. Jones seeks reimbursement from the hospice for this service. The hospice is then
paid bythe State agency in accordance with the usual payment rules for Medicaid
ﬁhys_ician services fdhe specific service Dr. Jones renderedvits. Smith. The

ospice themeimburses Dr. Jones for this service. Dr. Jones, by virtue of his
volunteer activities, is deemed to be an employee of the hospice in accordance with
42 CFR 418.3. Accordingly, such services are included in determining whether the
optional Medicaid cap amount has been exceeded.

The hospice notifies you of the election and the name of the physician who has been designated as
the attending physician whenever the attending physician is not a hospice employee. Reimburse an
independent attending physicianaiocordance with the usual Medicaid reimbursement methodology

for physician services contained in 42 CFR 447ff. These serareesotcounted irdetermining

whether the optional hospice cap amount has been exceeded. This is because these services of an
independent attending pigign are not part of the hospice's care. Note that the only services billed

by the attending physician dtee physician's personal professional services. Costs for services such

as lab or X-rays are not included on the attending physician's bill.
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4308. OPTIONAL CAP ON OVERALL HOSPICE REIMBURSEMENT

You may limit overall aggregate payments made to a hospice during a hospice cap period. The cap
period runs from November 1st of each year through October 31 of the next year. The total payment
made for services furnished to Medicaid beneficiadi@sng this period isompared to the "cap _
amount" for thigperiod. Any payments in excess of the cap must be refunded by the hospice. This
limit is based on servicesndered during the cap year regardless of when payment is actually made.
Payments are measured in terms of all payments made to hospices on behalf of all Medicaid hospice
beneficiaries receiving services during the ca|o year, regardless of the i/]ear in which the beneficiary
is counted indeterminingthe cap. For example, payments made to a hospice for an individual
electing hospice care on October 5, 1989, pertaining to services rendered in the cap year beginning
November 1, 1988, and endi@gtober 31, 1989, are counted as payments made during the first cap
year (November 1, 1988 - October 31, 1989), d@henghthatindividual isnot counted in the
calculation ofthe cap for that year(The individual iscounted in the capalculation for the
following year since the election occurred after September 27 -see below).

The hospiceap is calculated in a different manner for regpices enterinthe program if the

hospice has not participated in the program for an entire cap year. In this situation, we require that
the initial cap calculations for newly certified hospices cover a period of at least 12 months but not
more than 23nonths. For examplehe first cap period for a hospice enteririge program on
October 1, 1989, runs fro@ctober 1, 1989 through October 31, 198milarly, the first cap

period for hospice providers entering the program after November 1, 1988 but before November 1,
1989 ends October 31, 1990.

The cap amount is calculatedroyltiplying the number of beneficiaries electing hospice care during

the period bythe current cap amount. This amount is adjusted annually to reflect the percentage
increase or decrease in the medical care expenditure category of the Consumer Price Index (CPI)
for all urban consumers (U.S. city average), published by the Bureau of Labor Statistics (BLS), from
March 1984 to thdifth month ofthe accounting yearSection 4308.1 explains haive original

statutory cap amount of $6,500 is adjusted.

The computation and application of the cap amount is made by the State at the end of the cap period.
The hospice is responsible for reportihg number of Medicaid recipients electing hospice care
during the period to the State. This must be done within 30 days after the end of the cap period.

The hospice must adhere to the following rules in determining the number of Medicaid beneficiaries
who have elected hospice care during the period:
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_ o The beneficiary mushot have been countgareviously in eitheranother
hospice's cap or another reporting year; and

0 The beneficiary must have filed an initial election during the period beginning
September 28 of the previous cap year through September 27 of the current cap year to be counted
as an electing Medicaid beneficiary during the current cap year.

Once a beneficiary has been included in the calculation of a hospice cap amount he or she may not
be included irthe cap for that hospice again, even if the number of covered days in a subsequent
reporting period exceeds that of the period where the beneficiary was included. (This could occur
when the beneficiary has breaks between periods of election.)

When a beneficiary elects to receive hospice benefits from two or more different Medicaid certified
hospices, proportional application of the cap amount is necessary. A calculation must be made by
the State to determine the percentage of the patient's length of stay in each hospice relative to the
total length of hospice stay.

EXAMPLE: John Doe, a Medicaid beneficiaigitially elects hospice care from Hospice A on
September 2, 1989. Mr. Doe stays in Hospice A until October 2, 1989 (30 days) at
which time he changes his election and enters Hospice B.
Mr. Doe stays in Hospice B for 70 days until his death on December 11, 1989. The
State determinethat the totallength of hospice stay for Mr. Doe is 100 days
§30 days in Hospice A and 70 days in Hospice B). Since Mr. Doe was in Hospice A
or 30 days, Hospice A counts .3 of a Medicaid beneficiary for Mr. Doe in its hospice
cap calculation (30 days -: 100 days). Hospice B counts .7 of a Medicaid
beneficiary in its cap calculation (70 days -: 100 days).

Readjustment of the hospice cap may be required if information previously unavailable to the State
at the time the hospice cap is applied subsequently becomes available.

EXAMPLE: Usingthe example above, if the State had calculated and applied the hospice cap on
November 301989, information was not available at that time to adjust the number
of beneficiaries reported by Hospice A, since Mr. Doe did not die until December 11,
1989. The State=calculates the hospice cap to Hospice A based on the information
it later receivesThe cap for Hospice Aafter recalculation reflects the proper
beneficiary count of .3 foMr. Doe. Thecap forHospice B reflectshe proper
beneficiary count of .7 for Mr. Doe.

An additional step is required when more than one Medicaid certified hospice provides care to the

same individual, and the care overlaps 2 cap years. In this case, the State must determine in which
cap year the fraction of a beneficiary is reported. If the
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beneficiary entered theospice before September 28, the fractional beneficiary is included in the
current cap year. If the beneficiary entered fospiceafter September 27the fractional
beneficiary is included in the following cap year.

EXAMPLE: Continuing withthe case cited in thexamples above, Hospice A includes .3 of a
Medicaid beneficiary in its cap calculation for the cap year beginning November 1,
1988, and ending October 31, 1989, since Mr. Da@nteredHospice A before
September 28, 1989. Hospice B includes .7 of a Medicaid beneficiary in its cap
calculation for thecap yeambeginningNovember 1, 1989, and ending October 31,
1990, since Mr. Doe entered Hospice B after September 27, 1989.

Where services are rendered by two diffedeogpices to a Medicaid patient, and one of the
hospices is not certified by Medicaid, no proportional application is necessary. Count one patient
and use the total cap for the certified hospice.

4308.1 Adjustments t€apAmount--Theoriginal cap amount of $6,500 per year increases or
decreases for accounting yedinst end after October 1, 1984 by theme percentage as the _
percentage of increase or decrease in the medical care expenditure category of the consumer price
index forall urban consumer@Jnited States city average), publishedtbg Bureau of Labor
Statistics, from March 1984 to tliéth month ofthe accounting year. As indicated in 42 CFR
418.309, the hospiaap is applied on the basis of a cap year beginning November 1 and ending the
following October 31.

No inflation adjustment was needed to the $6,500 cap in the first cap year, since the fifth month of
the accounting yeawas March 1984. (See table below.) Index numbsgpublished in this

section when they become available to update the statutory amount of $6,500. The index periods
for use in updating the hospice cap amount are as follows:

INDEX PERIOD INDEX NUMBER HOSPICE CAP
1st Cap Year March 1984 to March 1984 1.00 $6,500
2nd Cap Year March 1984 to March 1985 1.059 $6,884
3rd Cap Year March 1984 to March 1986 1.137 $7,391
4th Cap Year March 1984 to March 1987 1.2150 $7,898
5th Cap Year March 1984 to March 1988 1.2932 $8,406
6th Cap Year March 1984 to March 1989 1.3861 $9,010
7th Cap Year March 1984 to March 1990 1.5057 $9,787

The cap amount for treecond and subsequent cap years is calculated by multiplying $6,500 by the
applicable index number.

In those situtations where a hospmEginsparticipation in Medicaid at artyme other than the
beginning of a cap yegNovember 1st), and hence hasimital capcalculation for a period in
ehx_ce_ssdof 12 months, a weighted average cap amount is used. The following example illustrates how
this is done.
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EXAMPLE: 10/01/84 - Hospice A is Medicaid Certified.
10/01/84 to 10/31/85 - First cap period (13 months) for Hospice A.
Statutory cap for first cap year (11/01/83 - 10/31/84) = $6,500
Statutory cap for second cap year (11/01/84 - 10/31/85) = $6,884
Weighted average cap calculation for Hospice A:
One month (10/01/84 - 10/31/84) at $6,500 = $ 6,500
12 months (11/01/84 - 10/31/85) at $6,884 = $82,608
13 month period $89,108 divided by 13 = $6,854 (rounded)

In this example, $6,854 the weighted average cap amount used in the initial cap calculation for
Hospice A for the period October 1, 1984 through October 31, 1985.

NOTE: If Hospice A had been certified in mid-month, a weighted average cap amount
based on the number of days falling within each cap period is used.

4308.2 Additional Amount for Nursing Facility Residert$/hen hospice care is furnished to an
individual residinghin a nursing facility, pay the hospice an additional amount on routine home care
and continuous home care days to take into account the room and board furnished by the facility.
This amount is determined in accordance with the rates established under §1902(a)(13) of the Act.
The additional amount paid tbe hospice on behalf of an individual residing in a nursing faciligy -
must equal at least 95 percent of the per diem rate that you would have paid to the nursing facility
for that individual in that facility under your State plan. In this context, the term "room and board"
includes performance of personal care services, including assistance in the activities of daily living,
in socializingactivities, administration of medication, maintainiig cleanliness of a resident's
room, andsupervisionand assisting inthe use of durablenedical equipmenand prescribed
therapies. These additional payment amoanés not subject to the optional cap on overall
reimbursement specified in 84308.

In Stateghat do notinclude the hospice benefit in the State plan, Medicaid payment must still be
made undecertain circumstances for specified services provided in conjunettbrMedicare
hospice cardor dually eligible individualswho reside in Medicaid reimbursed nursing facilities.
When such an individual elects the Medicare hospice benefit and the hospice and the facility have
a written agreement under which the hospice is responsible for the professional management of the
individual's hospice care and the facility agrees to provide room and board to the individual, pay the
hospice an amount equalttee amounts allocated under the State plan for room and board in the
facility. Medicaid payment to the facility for nursing facility care is discontinued. These room and
board amounts are determined as explained in the first paragraph of this section. If the individual
is an individual described in 81902(a)(10(A) of the Act, the State must also provide for payment of
any coinsurance amounts imposed under 81813(a)(4).
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4310. PRIVATE DUTY NURSING SERVICES

A. Background-Section 1905(a)(8) of the Act includes private duty nursing services in
the definition of medical assistance.

Private dutynursing servicegre optional. You mayelect to cover these services under your
program.

42 CFR 440.80 defines private duty nursing services as nursing services for recipients who require
more individual and continuous care than is available from a visiting nurse or routinely provided by
the nursing staff of the hospital or nursing facility, and which are provided:

0 By aregistered nurse or a licensed practical nurse;

0 Under the direction of the recipient's physician; and

0 Atthe State's option, to a recipient in one or more of the following locations:
-- His or her own home;
-- A hospital; or

-- A nursing facility.

B. Locations Wher&ervices May be ProvidedPrivate duty nursing services may be
provided in a recipient's home, hospital or nursing facility or, for recipients who are eligible for such
services in the home, hospital or nursing facility, services may be provided outside of those settings
when normal life activities take the recipient outside of those settings.

Although HCFAhas directed, in 42 CFR 440.80at |i)rivate dutyhursing services may only be
provided in a recipient's home, hospital or nursing facility, HCFA's interpretation of these regulations
was found to be tasarrow under the decision in Detsel v. Sullivarhe Court in Detsdbund that

these regulations welgeinginterpreted in an outdated and narrow manner so as to preclude a
claimant who resided at home from receiving Medicaid payment for private duty nursing services
rendered during those few hours each day when normal life activities required the claimant to leave
home toattendschool. The Secretarthe Court found, did not provide a sufficiently reasonable
explanation for thdimitation on the locations in which private dutgursing services could be
provided. Following the Detselecision, HCFA adopted the policy that for Medicaid recipients who
would otherwise beligible for private dutynursing servicepursuant to 42 CFR 440.80, private
dute]/ nursing services rendered during those hours when the recipient's normal life activities take him
or her outside the home are covered.
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The Detsebecision does not, however, alter the basic requirement specified in 42 CFR 440.80(c)
that a recipient be required and authorized to receive privatendrgyng services ithe home,

hospital or nursing facility. Therefore, if a recipient wants to obtain private duty services to attend
school or ther activities outside of the home but does not need such services in the home, hospital
or nursing facilitythere is no basis for authorizing private duty nursing services. Rather, only those
individuals who requirand areauthorized to receive private dutyrsing services ithe home,

hospital or nursing facility setting may utilize their approved hours outside of those settings during
those hours when normal life activities take the recipient outside of those settings. Any limitations
a State chooses to impose on private duty nursing services, including maximum hour limits, are not
affected by theolicy change occasioned bye Detselcasedecision. Total timend Payment
allowed for such services is not expected to exceed that which would have been allowed strictly in
a home setting.

C. Scope of Service§'he scope of optional ﬁrivate duty nursing services is broader than that
of nursing services under theandatory home health benefit. Nursing services under the mandatory
home health benefit must be provided inside the home (except for certain situations where recipients
may receivelsch services in nursing facilities). (See 42 CFR 440.70(c).) Such services are defined
in 42 CFR 440.70(b)(1) g=art-time or intermittent. Under the private duty nursing benefit, nursing
services can be offered on a more continumasisand can be offeredutside ofthe home.
Regulations define private dubwrsing services as more individuaid continuousare than is
avallable from a visiting nurse or institutional staff. HCFA has not defined or established parameters
for the terms part-time or intermittent but rather leaves it to the State to define home health nursing
services and the terms part-time or intermittent. By controlling the definition of these terms, it is the
State which dictates where home health nursing services end and private duty nursing services begin.
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4320. CLINIC SERVICES.

A. Background-Section 1905(a)(9) dhe Social SecurityAct authorizes unddhe term
"medical assistance," payment fdinic services. Aamended by th®eficit Reduction Act of
1984, section 1905(a)(9) describes clinic services as "services furnished by or under the direction
of a physcian without regard to whethdhe clinic itself is administered by a physician." The
purpose of the 1984 amendment was to clarify that while clinic services have to be provided under
the direction of a physicianthe clinic doesnot have to be administered byphysician. This
clarification was needed because the physician direction requirement, which has been a requirement
for clinic services since the beginning of the Medicaid program, has been in certain cases interpreted
erroneously to mean that clinic administrators had to be physicians.

Regulations at 42 CFR 440.90 define clinic serviceprasentive, diagnostictherapeutic,
rehabilitative, or palliative items or services that--

1. are provided to outpatients;

~ 2. areprovided by a facility that is not part of a hospital but is organized and operated
to provide medical care to outpatients; and

3. exceptin the case of nurse-midwife services, as specified in 440.165, are furnished
by or under the direction of a physician or dentist.

B. Physician Direction RequiremenRegulations at 42 CFR 440.90 limit coverage of clinic
services to situations in which servica® furnished undethe direction of ghysician. As
stipulated by section 1905(a)(9) of title XIX of the Social Security Act, this requirement does not
mean that the physician must necessarily be an employee of the clinic, or be utilized on a full time
basis or beresent in théacility during allthe hoursthat servicesare provided. However, each
patient's care must be undersipervision of a physician directly affiliated with the clinic. To meet
this requirement, a physician must see the patient at least once, prescribe the type of care provided,
and, if theservicesare notlimited by the prescription, periodically review the need for continued
care. Although the physician does not have to be on the premises when his/her patient is receiving
covered services, the physicianist assume professional responsibility for the services provided and
assure that theervicesaremedicalI%Eatppropriate. Thus, physicians, vereaffiliated with the
clinic, must spend as much timethre facility as is necessary to asstinat patients argetting
services in a safe and efficient manner in accordance with accepted standards of medical and dental
practice. For a physician to bffiliated with a clinic, there must be a contractual agreement or some
other type of formal arrangement between the physician and the facility by which the physician is
obligated to supervisthe careprovided tothe clinic's patients. Some clinicswill require more
physicianinvolvement than one person can provide. The size of the clinic and the éype of services
it provides should be used determine the number of physicians that must be affiliated with a clinic
to meet thehysician direction requirement. Also, each clinic must have a medical staff which is
licensed by State law to provide the medical care delivered to its patients.
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C. Coveage Options-Clinic services, as defined by 42 CFR 440.90, do not include services
provided byhospitals to outpatients. Outpatient hospital services, wdrelhuthorized by the
regulations at 42 CFR 440.26xe separate amdistinct from clinic services. As defined by the
regulations, clinic services must be provided by a facility that is not part of a hospital but is organized
and operated to provide medical care to outpatients. Thus, clinic services, in accordance with 42 CFR
440.90, must be provided by a freestanding facility, which means that the clinic may not be part of
a hospital. However, a clinic may be located in the same building as a hospital, as long as there is no
administrative, organizational, financial or other connection between the clinic and the hospital.
Clinic services are optional; States may or may not elect to cover these services under their Medicaid
programs. There are different types of freestanding clinics that are organized and operated to provide
medical care to outpatients, and different types of clinic services that are available. If a State elects
to cover clinic services, it may choose the type of clinics or clinic services that are covered, provided
thatthe services constitute medical or remedial care. Thus, a State may provide coverage for some
but not all kinds of clinic services.

D. Provision of Clinic Services to Residents of SNFs, ICFs, AND ICFs/NRnic services
are defined in part, at 42 CFR 440.90, as services that are provided to outpatients. At 42 CFR 440.2,
an outpatient is defined as a patient who is receiving professional services at an organized medical
facility, or distinct part of suchfacility, neither of which is providing the patient with room and board
and professional services on a continuous 24-hour-a-day basis.

The definition of outpatient does not exclude residents ofXikelong term carefacilities from
receiving clinic services either through an arrangement between the facility and the clinic or from a
clinic which ischosen by the resident. However, because of the regulatory requirement that clinic
services may be provided to oug:)atients otfig,clinic from whichthey receive services may not
provide them with roonand board and professional services on a continuous 24-hour-a-day basis.
Futhermore, because of the outpatient requirenedigibility for clinic services is limited to those
patients:

1. who for the purpose of receivin? necessary health care go or are brought to a clinic,
or other site at which the clinic staff is available; and

2. who the same day leave the site at which the services are provided.

Thus, this requirement precludes residents of skilled nursing facilities, intermediate care facilities and
intermediate care facilities for the mentally retarded from receiving clinic services that are provided
in the long term care facility itselfTherefore, these services must be provided at a location which is
not a part of the long-term care facility. While such services, if provided at the location of the facility,
may not be covered as clinic services, they could be covered as long term care services if included in
the package of institutional services provided to the residents of the facility.
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4370. LESS THAN EFFECTIVE AND IDENTICAL, RELATED OR SIMILAR DRUGS

A. Background-Less than effective (LTEdrugs are drugsthat theFood and Drug
Administration (FDA) has proposed to withdraw from the market in a notice of opportunity for a
hearing (NOOHYecause there is a lack iibstantial evidence of effectivenessdtiabeled
indications and because the Secretary has not determined there is compelling justification for their
medicalneed. Any identical, related osimilar (IRS) drugs tahose LTEdrugssubject to the
NOOH are also included in this provision.

Effective October 1, 1981, §2103 of OBRA 1981 terminated Federal financial participation (FFP)
under Medicaidor drugs that the FDA has determined to be LTE for which the Secretary has not
determined there is a compelling justification for their medical need and for any drug product that
is IRS to those drugs subject to the NOOH. However, subsequent legislation led to delays in the
implementation of this provision and HCFA continued to pay for these drugs between December
1?6§8ngnl%gleptember 30, 1982. Section 115 of TEFRA provides for implementation of §2103
0 .

States have used the LTE/IRS lists published by HCFA in 1989 as a reference tool in identifying
LTE and IRS drugs. HCFA held States accountable for identifying LTE and IRS drugs and did not
permit States to claim FFP for expenditures for such drugs.

B. Responsibility for Identifying LTEand IRS Drugs--Effective January 1, 1993, the
responsibility for identifying LTE and IRS drugs for which title XIX FFP is prohibited rests with
HCFA. The former policy, which held States responsible for identifying LTE and IRS drugs, has
led to disallowances of FFP claimed the States and, in general, was ineffective both in
preventing State payments for LTE and IRS drugs and in minimizing recipient use of LTE and IRS
drugs. Audits performed byhe Office of the Inspector General found thatates were not
particularly effective indentifying IRS drugs.State to State variation existed, and HCFA took
disallowances against States for Medicaid FFP claimed for payments for these drugs. In appeals
of the disallowance decisions, the Departmental Appeals Board upheld the disallowances and noted
thatit does ". . . not condone a dangerously passive approach to the problem of ineffective drugs.
Medicare and Medicaid beneficiaries' use of ineffeatitggscan behazardous, and tHetate
clearly had an obligation to move as quickly as it reasonably could to stop reliance on these drugs.”
This change in policy recognizes the inherent difficulty associated with identifying LTE and IRS
drugs. It also recognizes that States continue to have particular difficulty in identifying IRS drugs,
gnd that change is necessary to minimize recipient use and Medicaid expenditures for ineffective

rugs.

In an effort to develop a comprehensiile of LTE andIRS drugs, HCFAand theFDA have
entered into alwngoinginteragency agreement. Both agencies agree to share certain specified
information, on an establishpériodic basis, in order to produce a comprehensive file of both LTE
and IRS drugs for which
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FFP is prohibited. The agreement between HCFA BIDA provides for an exchange of
information, on an as neededisa but at least quarterly. HCFA will send to the FDA each quarter

a listing which contains every drug product marked as LTE or IRS on the HCFA data base. Each
State Medicaid agency wibatinue to receive a quarterly drug pricing tape file which contains the
DESI indicator field values as specified in the data dictionary for that tape file.

Ifdyc/iou have guestions abodtug products included othelist, contact HCFA at théollowing
address:

Health Care Financing Administration
Medicaid Bureau

Office of Medicaid Management
Division of Payment Systems

Drug Rebate Operations Branch
Room 273 East Hidgh Rise Building
6325 Security Blvd.

Baltimore, MD 21207

In addition, becausthe FDA has not yet identified all LTE and IRS drugs which are still on the
market, as you become awareadfitional drugs or suspect additional drugs should be, but are not
included, on the quarterly file, bring these products to HCFA's attention. When necessary, HCFA
will consult with the FDA, clarify any discrepancies or issues that you or other interested parties
may raise about the file, and amend the file to reflect the clarifications.
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4375. TUBERCULOSIS RELATED SERVICES

A. Background--Section 13603 of OBRA 1993, P.L. 103-66, amends §1902(a)(10) of the
Act to allow States to provide tuberculosis (TB) related services to low income persons infected
with TB. Section 13603 also created 81902(z) of the Act, which describes who can qualify as a
TB-infected individual and lists the TB-related services these individuals can receive. In addition,
§13603 amended thist of Medicaid services in §1905(a) of the Act by adding a new category of
TB-related services to 81905(a)(19). Also, 813603 amended §1915(g)(1) of the Act to say that a
State carlimit case management services to TB-infedtetividualsand amended the matter
following §1902(a)(10?(F) ofhe Act to provide that individuals who are eligible for Medicaid only
because they ard3fintected are limited to receiving the TB-related services listed in 81902(z)(2)
_offthe Aé:t. _Erf%_céive January 1, 1994, States have the option of providing coverage to individuals
infected wit :

~ B._ Definition of Services-Services available to persons wdre eligible onthe basis of
being TB-infected are limited to those listed in 81902(z) of the Act as listed below.

o Physicians' services and services described in 81905(a)(2) of the Act;

o Laborabry and X-ray servicesncluding services to diagnosaéd confirm the
presence of infection;

o Clinic services and Federally qualified health center services;
o0 Prescribed drugs;
o Case management services as defined in 81915(g)(2) of the Act; and

0 Services, other than room and board, designed to enco_urag?e completion of regimens
of prescribed drugs by outpatients, including services to observe directly the intake of prescribed
drugs.

The listed serviceare available only ifthey relate to treatment @B. However, make the
determination based on the individual's circumstances as to whether any particular service relates
to the treatment of TB. For example, some prescribed drugs for the treatment of TB can cause side
effects which may require additionahre byspecialists, such as ophthalmologistad the
prescription of additional drugs teeat theside effects. You may cover these services as being
TB-related services. However, the treatmentafditions, such as a broken ankle or drug
addiction, are not considered to be TB-related.

With the exception o$ervices designed to encourage completion of drug regimens, each of the
outpatient services listedbove corresponds to a service category already available under
Medicaid. Existing Medicaid program requirements apply to the benetfits available to TB-infected
individuals. Prescribeddrugs mustneet requirements in 42 CFR 440.120, 441.25, 447.331 and
447.332, and drugebate provisions as specified in the Act. HCFA believes the services designed
to encourage completion of drug regimeasy between States and therefortalsng abroad
interpretation of this provision so that you can design the best program appropriate to your needs.
Clearly, any services which may lbevered under 81905 of the Aetjth the exception of
inpatient services and room and board, may be available to the extent the services are
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related to completion of a prescribed drug regimen. This may, for example, include transportation
to and fromnecessary treatment serviceshome monitoring othe beneficiary'sliness and
adherence to a prescribdcug regimen, and patient education and anticipatory guidance which
may include services provided to family membiat aredirectly related taensuringthat the
beneficiary completes the prescribed drug regimen. In addition, this benefit may also encompass
other medical services not otherwise included under §1905(a) of the Act that encourage completion
of the drug regimen. For example, you may cover pick-up and delivery of prescribed drugs as lon
as this service is not generally provided for free in the community, or you may cover other medica
services designed tminimize barriers to completion of a prescribed drug regimen. However,
nonmedical services aexcluded. For example, nonmedical services include monetary incentives
or gifts used as an incentive to induce beneficiaries to complete drug regimens.

You must specify in your State plan any services you make available under the benefit designed
to encourage outpatients to complete regimens of prescribed drugs.

Under 42 CFR 440.230, you must provide each service in a manner that is sufficient in amount,

duration, and scope to reasonably achiév@urpose. Therefore, ifall or some othe above
services are provided, you must ensure that they effectively treat individuals infected with TB.
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4385. PREVENTIVE SERVICES

A. Background andDefinition.--Medicaid program funding supports preventive care in a
variety of contexts. The preventive aspects of some services (such as outpatient hospital services,
clinic services, and dental services) are specifically included in the definition of those services in
Medicaid regulations. The mandatory Eaatyd PeriodicScreening, Diagnosasnd Treatment
program for individuals under age 21 (EPSDT) also has a definite preventive orientation.

In addition to including preventive care as an integral component of other covered services, each
State has the option of covering preventive care as a separate benefit under its Medicaid program,
as authorized by sections 1905(a)(13) and 1902(a)(10§) of the Act. Federal regulations (42 CFR
440.130(c)define preventive services under this benefit as ". . . services provided by a physician
or other licensed practitioner tife healing arts within the scope of his practice under State law
to-- 12 Prevent diseasesdbility, and other health conditions or their progression; (2) Prolong life;

and (3) Promote physical and mental health and efficiency."

Addttional information on preventive services under Medicaid appears in a notice (BERC-285-N)
in the Federal Registef March 27, 1984 (49 FR 11717).

B. Coverage of Servicesln general usageéhe term "preventive services" encompasses
both personal preventive services performed on a one-tdgasis (such as administering
immunizations or screening for disease) aothmunity preventive efforthat do notinvolve
direct patient carésuch as water purification). However, for Medicaid coverage of preventive
services, a distinction is made between those services that are medical or remedial in nature and
those that are not. The statute defines Medicaid as a program of medical assistance, and repeatedly
uses the terms "medical" and "remedial” to describe the general types of care for which Medicaid
will make payment. (See 88 1903(a)(1), 1905(affyl 1905(a)(21) of the Act.Bince the
inception ofthe Medicaid program, this medical-remedial orientation basn interpreted to
include those services that:

0 involve direct patient care; and

o0 are for the express purpose of diagnosing, treating or preventing ﬁor minimizing the
adverse effects of) illness, injury or other impairments to an individual's physical or mental health.

In order for a service to be covered, it must meethof these elements. Therefore, preventive
serviceghatinvolve no direct patientare, such aservices applied @ahe community level, or
environmental services dealing exclusively with an individual's surroundatiger than the
individual, are not covered. Further, even if a particular preventive servicarmmdge some

direct contact with the individual, it cannot be covered unless it also is expressly for the purpose
of addresmg theindividual's physical or mentélealth. For example, a social service may be
furnished directly to an individual cliertbut it typically is directed broadly ahe individual's

overall well-being rather than specifically at the individual's health. While a social service, in the
course of addressing an individual's basic life needs (adequate food, housing, income, etc.), may
indirectly affectthe individual's health as well, it would not be covered under Medicaid because
itis
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not in itself directlyandprimarily concernedvith the individual'shealth. Someexamples of
coverable preventive services, noncovered preventive servides edbmmunity level, and
nonmedical services that address broader social or environmental concerns are as follows:

o ~ 0 The topical application of fluorides or dental sealants furnished directly to a
Medicaid recipient can be covered under Medicaid. However, activities such as fluoridation of a
community's water supply are not covered, since there is no direct patient care involved.

o Preventivegroup counseling by a licensed practitionettted healing arts
(acting within the scope of practice under State law) can be covered when it allows direct, one-to-
one interaction between the counselor andrt®idual recipient. Bycontrastdisseminating
general inf%rmation on prevention through the mass media involves no direct patient care, and is
not covered.

_ _ 0 Investigations to determine the source of a child's elevated blood lead level are
patient-oriented andyérefore, covered; however, environmental interventions to remove the lead
source are not.

o Nonmedical preventive services that address broader social or environmental
concerns are not covered undéedicaid, even when furnished directly italividuals (e.qg.,
counseling otthe importance of smoke detectors, or of keeping door and window screens in good
repair; instruction on traffic safety).

C. State Preventive InitiativesA number of States already offer an effective package of
preventive care undeeir Medicaid programs. Other States have included Medicaid coverage
of at least some preventive services. Often, however, a wide range of preventive services may
already be available in a State, but servicesarefragmented among numerous agencies and
programs in addition to Medicaid. As a result, Medicaid recipients may not receive a complete and
coordinated program of preventive care.

If you are interested in initiating or expanding a Medicaid preventive care effort, you can take a
two-fold approach:

_ 0  Medicaid funding of the medically-oriented personal preventive services for
which Federal financial participation (FFP) is available under title XIX; and

_ o0 increased coordination between Medicaid and gihmgramshat fund or
provide preventive care, including referral to social and environmental programs and services.

At present, there is noniformly acceptedhationwide standarthat specifies asingle set of
preventive services, or a particular schedule for their delivery, as being the most effective (and we
do not attempt to prescribe one here). We encourage you, in developing an approach to preventive
care, to consult with local health authorities and organizations to help identify the most effective
set of preventive services for your Medicaid population.

1. Evaluating State Plan Amendmeni#/hile we believe you should have flexibility
in designingyour own package of preventigare, there are certageneral criteria that HCFA
applies when reviewing proposed plan amendmentprfeventive services coverage. The
proposed services must:
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o0 Be preventive in nature and fit within the basic medical-remedial framework
of the Medicaid program (see subsection B);

0 Be directed at the patient rather than at the patient's environment;

o Not be otherwise available to recipients without cost, nor may they duplicate
other Federally-funded services; and

o Not entail an additional payment for a service which is logically an inherent
part of otherwise paid-for services. For example, in the course of furnishing covered treatment to
a recipient, a phygan sometimes will provide counseling of a preventive nature. This counseling
is an inherent part of the coverservices for which payment is alredolgingmade under the
physician services benefit; thus, a separate, additional payment under the preventive benefit for
the counselingispect of theervices wouldhot be made, since this would represent a duplicate
payment.

Although the Medicaidstatute does not preclude yfsam funding experimentaypes ofcare,
HCFA encourages you to coreidin addition, the following guidelines when developing proposals
for coverage of preventive services, in order to achieve maximum effectiveness:

~0 When considering coverage of services to detect disease in its early state, focus
on those services that have been proven to be safe and reliable, and that detect diseases for which
an effective intervention exists.

_ _ o0 Make sure the services proposed to prevent occurrence of disease or disability
(including those to modify predisposing risk factors) have a demonstrated efficacy in preventing
disease or disability.

2. Coordiration with Other ProgramsThe benefits an individual derives from
Medicaid-covered preventive servicean besignificantly enhanced when these services are
coordinated withthe preventive caravailable under othgrrograms. In aeffort to maximize
scarce Medicaid dollars available for preventive services and avoid costly duplication of services,
many States havsoughtthe cooperation and active participation of otheblic as well as
voluntary health agencies, such as State, county, and local health agencies, Head Start, community
health centers, migrant health centers, and others. HCFA encourages you to follow this example
if you areconsideringthe inclusion ofpreventive services in your plan. Coordinat@an be
achieved through interagency agreements, infoilcnaperative arrangements and increased
referrals between the Medicaid agency and other programs that offer preventive care.

Medicaid regulations (42 CFRart 431, Subpart M) contain requirements and options for
interagency agreements. These include the tollowing:
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o The Medicaid agency is required to have an interagency agreement with the
State health agency and the State vocational rehabilitation agency, as well as the title V program.
The agreements are designed to make maximum use of the services of these agencies.

o The Medicaid agency, in addition, may execute interagency agreements with
other health and social service agencies and organizations, involving services that utilize Federal
as well asState or local funds. For children, youth and pregnant women, these programs could
include Head Start, title XXSocial Services Blockrant), certain education programs, and the
Special Supplemental Food Program for Women, Infaants, Children (WIC). Effective
coordination between the medically-oriented preventive services offered under a State's Medicaid
programand thenutrition services offered bthe WIC Program, for examplezan play an
Important role in a State's overall strategy to lower its infant mortality rate.

Often, a recipient may not knaabout the full range of preventive services that are available under
various Frogra_ms, or how to obtain those services. The Medicaid agency can perform a valuable
referral function for Medicaid recipients, andnhelp to supplemerthe preventive services
available to them under the State plan, by directing them to appropriate preventive care available
from other sources. In certain situations, you can also help to utilize available Federal funds most
effectively by directly coordinating Medicaid-funded preventive services activities with those of
otherprograms offeringelated services. Some types of services for which such coordination is
appropriate would include examinations, immunizations and treatment services, and such activities
as informing recipients about available health services, assisting recipients with transportation to
health services and health care case management (ensuring continuity of care).

The increased use of preventive services offers the potential for improving individual health and
reducing the cost of treating iliness and injury. If you have not already done so, consider reviewing
your existingprogram for ways to make a wider rangepoéventive services available and
accessible to your Medicaid population.
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4390. INSTITUTIONS FOR MENTAL DISEASES

A. Statutory and Regulatory Provision3 he statutory provisions relating to institutions for
mental diseases (IMDs) include two categories of covered services and a broad payment exclusion
that canpreclude payment for services provided to ceritadlividuals in both participating and
non-participating faclilities.

1. IMD Coverage-The original Medicaid legislation (P.L. 89-97) included a benefit
for individuals 65 years of age or older who are in hospitals or nursing facilities that are IMDs. This
2r20\ézls:|%n4|21|n §1905(a)(14) of the Act and regulations relating to this benefit are in Subpart C of

In 1972, theMedicaid program wasxpanded (P.L. 92-603) taclude inpatient psychiatric
hospital services for individualsnder age 21, or, in certain circumstances, under age 22. This
provision is in §1905§16) of the Act. Authority for using additional settings was enacted in P.L.
101-508. This benefit is currentlybeing provided in a widgariety of psychiatric facilities.
Regulations for this benefit are in Subpart D of 42 CFR 441.

Both IMD benefits are optional, except that inpatient psychiatric services for individuals under age
21 must be provided in any State as early and periodic screening, diagnosis and treatment (EPSDT)
services if they are determined to be medically necessary.

2. IMD Exclusion--The IMD exclusion is ir81905(a) of the Act in paragraph (B)
following thelist of Medicaid servicesThis paragraph states that FFP is awailable for any
medical assistance under title XIX for services provided to any individual who is under age 65 and
who is a patient in an IMD unless the payment is for inpatient psychiatric services for individuals
underage 21. This exclusion was designed to asstihat States, rather thathe Federal
government, continue to hapencipal responsibility for funding inpatient psychiatric services.
Under this broad exclusion, no Medicaid payment can be made for services provided either in or
outside the facility for IMD patients in this age group.

3. IMD Definition.--In 1988, P.L. 100-360 defined an institution for mental diseases
as a hospital, nursing facility, or other institution of more than 16 beds that is primarily engaged in
providing diagnosis, treatment, or care of persons with mental diseases, including medical attention,
nursing careand related servicesThis definition is in §1905(i) othe Act and in 42 CFR
435.1009The regulations also indicate that an institution is an IMD if its overall character is that
of a facility established and maintaingdmarily for the care and treatment afdividuals with
mental diseases.

Facilitieswith fewerthan 17 beds thaipecialize in treating persons with mental disorders can
provide thetypes of services discussed in item thiéy meet theegulatory requirements to
provide these Institutional benefits, but these facilities are not technically IMDs. Because IMDs
are defined to be institutions with more than 16 beds, the IMD exclusion applies only to institutions
with at least 17 beds.

B. Guidelines for DeterminingVhat Constitutes an InstitutiorWhen it is necessary to
determine whether an institution is an IMD, the IMD criteria listed in subsection C must be applied
to the appropriate entity. In most cases, there is no difficulty in determining what entity to apply
the criteria to. But in cases in which multiple components are involved, it may be necessary for
the HCFA regional office (RO) to apply the following guidelines
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to identify theinstitution to be assessed. Componehéd are certified as different types of
providers, such as NFs and hospitals, are considered independent from each other.

1. Are all components controlled by one owner or one governing body?

2. Is one chief medical officer responsible foe medical staff activities in all
components?

3. Does one chief executive officer contral administrativeactivities in all
components?

4. Are any of the components separately licensed?

5. Are the components swganizationally and geographically separate that it is not
feasible to operate as a single entity?

6. If two or more ofthe components angarticipating undethe same provider
category (such as NFs), can each component meet the conditions of participation independently?

The RO may also ussther guidelines that it finds relevant in a specific situation. If the answer
to items 1, 2, or 3 is "no," or the answer to items 4, 5, or 6 is "yes," for example, there may be a
separate facilty@@mponent. If it is determined that a comﬁonent is independent, the IMD criteria
in subsection C are applied to that component unless the component has 16 or fewer beds.

C. Guidelines for Determining Whether Institution Is an IMBICFA uses the following
guidelines to evaluate whether the overall character of a facility is that of an IMD. If any of these
criteria are met, ¢ghorough IMD assessment must be made. Other relevant factors may also be
considered. For example, if a NF is being reviewed, reviewers may wish to consider whether the
average age dhe patients in the NF isi?nificantly lowerthan that of aypical NF. A final
determination of a facility's IMBtatus depends on whether an evaluation ofrifeemation
pertaining to the facility establishes that its overall character is that of a facility established and/or
maintained primarily for the care and treatment of individuals with mental diseases.

1. The facility is licensed as a psychiatric facility;
2. The facility is accredited as a psychiatric facility;

3. The facility is under thpurisdiction ofthe State's mental health authorit¢This
criterion does not apply to facilities under mental health authority that are not providing services
to mentally ill persons.);

. 4. The facility specializes in providing psychiatric/psychological care and treatment.
This may be ascertained through review of patients' records. It may also be indicated by the fact
that an unusualiiarge proportion of the staff has specialized psychiatric/psychological training or
that a large proportion of the patients are receiving psychopharmacological drugs; and

_ 5. The current need for institutionalization for more than 50 percent of all the patients
in the facility results from mental diseases.
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D. Assessing Patient PopulatieiThe review team applying the guidelines must include at
least one physician or other skilled medical professional who is familiar with the care of mentally
il individuals. No eam member may be employed by or have a significant financial interest in the
facility under review.

In applyingthe 50 percenguideline(see 84390.C.2), determine whetkachpatient's current
need for institutionalization results from a mental disease. It is not necessary to determine whether
any mental health care is being provided in applying this guideline.

For purposes of determining whether a facility is subject to the IMD exclusion, the term "mental
disease" includes diseases listed as mental disorders in the International Classification of Diseases,
9th Edition, modified for clinical applications (ICD-9-CM), withhe exception of mental
retardation, sdlity, and organic brain syndrome. The Diagnostic and Statistical Manual of Mental
Disorders (DSM) is a subspecification of the mental disorder chapter of the ICD and may also be
used to determine whether a disorder is a mental disease.

If it is not possible to makéhe determinatiorsolely onthe basis of an individual'surrent
diagnosis, classify the patient according to the diagnosis at the time of admission if the patient was
admitted within the past year. Do not include a patient in the mentally ill category when no clear
cut distinction is possible.

To classify private patients when review of their records is not Tpossible, rely on other factors such
as the surveyor's professional observation, discussion with staff of the overall character and nature
of the patient's problems, and the specialty of the attending physician.

When the 50 percent guideline is being applied in a NF, the guideline is met if more than 50 percent
of the NF residents require specialized services for treatment of serious mental illnesses, as defined
in 42 CFR 483.102(b). Facilities providing non-intensive care for chronicaIIY ill individuals may
also be IMDs. All NFs must provide mental health services which are of a lesser intensity than
specialized services to all residents who need such services. Therefore, in applying the 50 percent

uidelines, it is important to focus on the basis of the patient's current need for NF care, rather than
the nature of the services being provided.

E. Chemical Dependency Treatment Facilitidhe ICD-9-CM system classifies alcoholism
and other chemical dependency syndromes as mental disorders.

There is a continuum afarefor chemical dependency. At one endtloé spectrum otare,
treatmentfollows a psychiatric modeland is performed bynedically trainedand licensed
personnel. If services are psychological in nature, the services are considered medical treatment
of a mental disease. Chemicallgpendent patients admitted for such treatment are counted as
mentallyill under the 5@ercent guideline. Facilities with more than 16 beds that are providing
this type of treatment to the majority of their patients are IMDs.

At the other end of the spectrumadre ardacilities that arelimited to servicedased on the
Alcoholics Anonymous model, i.e., they rely on peer counseling and meetings to promote group
support and encouragement, drelt primarily use lay persons as counselors. Lay counseling does
not constitute medical or remedial treatment. (See 42 CFR 440.2(b).) Do not count patients
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admitted to a facility only for lagounseling or services based on the Alcoholics Anonymous model
as mentally ill under the 50 percent guideline. If psychosocial support provided by peers or staff
without sgecialized trainin? is the primary care being provided in the facility, the faclility is not an
IMD. The major factor ditfferentiating these facilities from other chemical dependency treatment
facilities is the primary reliance on lay staff.

Federal matching funds may not be claimed for institutional services when lay/social treatment is
the primary reason for the inpatient stay. Facilities may not claim Medicaid payment for providing
covered medical or remedial services in a nursing facility or hospifadttents admitted for
treatment of chemical dependency aidultaneously clainthatthey are providing only lay or

social services to those same patients when the 50 percent guideline is beingi applied. Facilities also
may not avoichaving their chemicallgependent patients countedrasntallyill under the 50

percent guideline by withholdingppropriate treatmeifitom those patients. Facilities failing to
provide appropriate treatment to patients risk termination from the program.

In determining whether a facility has fewer than 17 beds, it is not necessar?/1 to include beds used
solely to accommodate tlodildren of the individuals who are being treated. Children in beds that
are not certified or used as treatment beds are not considered to be patients1ih dmel
']Eherlefore are not subject to the IMD exclusion if they receive covered services while outside the
acility.

4390.1 Periods of Absendgom IMDs--42 CFR 435.1008(c) stat¢isat anindividual on
conditional release or convalescent lereen an IMD isnot considered to be a patient in that
institution. These periods of absence relate to the course of treatment of the individual's mental
disorder. If a patient is sent home for a trial visit, this is convalescent leave. If a patient is released
from theinstitution onthe conditionthat the patient receive outpatient treatment or on other
comparable conditions, the patient is on conditional release.

If an emergency or other need to obtain medical treatment arises during the course of convalescent
leave or conditionablease, these services may be covered under Medicaid because the individual
is not considered to be an IMD patient during these periods. If a patient is temporarily transferred
from an IMD forthe purpose obbtaining medicatreatment, howevethis isnot considered a
conditional release, and the patient is still considered an IMD patient.

The regulations contain a separate provision for individuals under age 22 who have been receiving
the irgoatient psychiatric services benefit defined in 42 CFR 440.160. This category of patient is
considered to remain a patient in the institution until he/she is unconditionally released or, if earlier,
the date he/she reaches age 22.
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